A 50-year-old Caucasian woman was admitted to our hospital with intermittent diarrhoea, emesis and increasingly brown-coloured skin, mainly the in light-exposed areas, after biliopancreatic diversion for obesity treatment. Differential diagnoses such as adrenal insufficiency were ruled out, but biochemical analysis demonstrated unusual high pyridoxine serum levels (vitamin B6). History revealed the intake of 300 mg of vitamin B6 per day over 6 months as described by her general practitioner. All symptoms disappeared after the discontinuation of vitamin B6 supplementation. Importantly, in contrast to many other vitamins and supplements, there is no evidence in the literature of the occurrence of vitamin B6 deficiency after bariatric surgery. Therefore, supplementation of vitamins and supplements in bariatric patients has to be carefully considered according to the existing clinical guidelines, as uncritical oversupplementation of micronutrients might result in intoxication and serious illness as presented here.
CASE REPORT
A 50-year-old white, Caucasian female was admitted to the hospital with intermittent diarrhoea, emesis and an increase in brown-coloured skin especially in the light-exposed areas. Her well-being was seriously affected by the intermittent diarrhoea and hyperemesis occurring throughout the day independent of food supply.
The history included a bariatric surgery procedure (biliopancreatic diversion) carried out when the patient had a body mass index (BMI) of 63 kg/m 2 10 months before admission. Besides the 3°obesity, the patient suffered from chronic obstructive pulmonary disease (due to a history of tobacco smoking), a sleep apnoe syndrome, a nonclassified depression and a chronic pain syndrome. Hyperuricaemia and primary hypothyroidism have been treated pharmacologically for many years. The patient had no known allergies and intolerances.
On examination, the vital signs were normal, a 2°obesity with a BMI of 36 kg/m 2 , as well as oedema at lower legs and hypotension of 100-55 mm Hg, were noted. Examination of the skin showed a brown to bronze colour all over the body, mainly on the face, hands, arms and legs, less dominant on the abdomen and the back (Figure 1 ).
The following medication on admission was used: torasemid (10 mg daily), hydrochlorothiazide (25 mg daily), allopurinol (300 mg daily), potassium (120 mmol daily), pantoprazole (80 mg daily), trazodon (100 mg daily), spironolactone (50 mg daily) and a fentanyl dermal patch every 3 days (75 mg). Micronutritions were taken as follows: oral Vitamin B2 (20 mg daily), oral Vitamin B1 (300 mg daily), oral Vitamin B6 (300 mg daily), Vitamin B12 1000 μg per 3 months intramuscularly, oral Vitamin D (20.000 international units cholecalciferol weekly), oral iron (93 mg daily) and oral folic acid (2.55 mg daily).
The differential diagnosis for the intermittent diarrhoea and hyperemesis included anatomical abnormalities after bariatric surgery, which were ruled out. Further, adrenal insufficiency with the clinical signs of hyperpigmentation and overpigmented 'hand lines' as present in Addison's disease was ruled out by the determination of normal baseline plasma-adrenocorticotropic hormone levels (37 pg/ml (normal 7-60 pg/ml)) and normal basal serum cortisol concentration (18 μg/dl (normal 6-19 μg/dl)). As a routine control of serum levels of the supplemented micronutrients, serum levels of the vitamins administered were measured, including that of B6. Levels of Pyridoxalphosphate, which is the active form of Pyridoxal, amounted to 2083 nmol/l (reference scale 16-78 nmol/l) and that of pyridoxal amounted to 129 nmol/l (reference scale 6-34 nmol/l; Table 1 ). Figure 1 . Images of the patient's face at admission and 9 days later. 1 Further questioning revealed the intake of vitamin B6 three times a day in a total dose of 300 mg daily for a duration of 6 months according to the recommendations of the patient's general practitioner. This has been the essential information in this special case as typical, known side effects of vitamin B6 comprise both gastrointestinal disorders and photosensitivity, 1,2 which could explain the symptoms of the patient. The recommended tolerable upper intake level of vitamin B6 in adults is 25 mg/d. 2 Micronutrient therapy with vitamin B6 was immediately discontinued. Thereby, levels of Pyridoxalphosphate dropped to 4.68 nmol/l and that of Pyridoxal dropped to 7.17 nmol/l within 5 months. Clinically, termination of the vitamin B6 therapy was followed by lightening of total body skin and the brown 'hand lines'. The diarrhoea became better and the hyperemesis ceased. The oral vitamin B1 dose has been reduced to 100 mg/d; the other micronutrient therapy has been continued. This is the first report of harmful vitamin B6 oversupplementation after bariatric surgery. The case presented here demonstrates vitamin B6 intoxication by uncritical oversupply after bariatric surgery, leading to skin darkening, hyperemesis and diarrhoea. In this respect, it is important to mention that, despite many reports on micronutrient deficiency after bariatric surgery, [3] [4] [5] vitamin B6 seems to be one of the few micronutrients for which no deficiency has to be anticipated. 6 Therefore, the Endocrine Societies Clinical Guidelines for endocrine and nutritional management of the post-bariatric surgery patient recommend that there is no need of vitamin B6 supplementation. 7 What can we learn from this case? Vitamin B6 deficiency has not been described after bariatric surgery; 6 therefore, an uncritical and inappropriate supplementation with that special vitamin should be avoided. In general, the well-established clinical guidelines should be followed after bariatric surgery when nutritional deficiencies are treated to avoid clinical symptoms of oversupply and intoxication. 
